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Informed Consent for Treatment  

Client name: _______________________________________________ DOB: ______________ 

Parent/Legal guardian (if minor): __________________________________________________ 

 

Therapy is a treatment that has clearly defined rights and responsibilities for each person 

involved in the therapeutic relationship. As a client of Cosan Counseling, LLC, you are entitled 

to your right to privacy and with this form understand clearly those rights.  

1.  Apart from certain situations stated below, as a client you have the right to 

confidentiality of your therapy sessions. Cosan Counseling will not discuss or disclose 

information from treatment sessions without prior authorization from you or parent/legal 

guardian. The situations requiring breach of confidentiality include:  

a. If you disclose in session you have intent to harm another person, Cosan 

Counseling is required to inform said person and warn them of intentions. Cosan 

Counseling must also contact the police regarding intent to harm.  

b. If Cosan Counseling has reasons to believe you are abusing or neglecting a child 

or vulnerable adult, of if a minor discloses a situation of abuse, Cosan Counseling 

must contact Child Protective Services or Adult Protective Services within 48 

hours.  

c. If Cosan Counseling believes you are in imminent danger of harming yourself, we 

may legally break confidentiality and notify police or crisis services. Or if you are 

under 18 years of age, Cosan Counseling has the right to notify legal guardian of 

concerns for safety.  

d. If involved in a court proceeding or information is requested from court, Cosan 

Counseling cannot provide information without written authorization. However, if 

filing a complaint against Cosan Counseling, we can disclose pertinent 

information to defend our clinic.  

2. Notes from therapy sessions will be documented via electronic records regarding 

interventions used in sessions and topics discussed.  Under the provisions of the Health 

Care Information Act of 1992, you have the right to a copy of your file at any time.  

3. If a third party such as an insurance company is paying for services provided, Cosan 

Counseling is required to give a diagnosis to that third party to receive payment for 

services. Diagnoses will be discussed with you in session and will be given according to 

ICD-10 codes.  

4. You have the right to consent or refuse treatment at any time. A legal guardian has the 

right to consent or refuse treatment on behalf of a minor at any time.  

5. Communication is available via phone and email; however, Cosan Counseling is not 

available 24 hours a day, 7 days a week. If an emergency were to happen, please contact 

appropriate services. For an adult, this would be Netcare in Franklin County at 614-276-

CARE or dial 911. If under 18 years old, contact Nationwide Children’s Crisis Line, 614-

722-1800.  
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6. It is important to maintain consistent therapy appointments. If Cosan Counseling does not 

feel you are committed to treatment, it may warrant discussion around discontinuing 

treatment. If you miss an appointment, you will be charged $100.00 for missed 

appointment. For cancellations within 24 hours, the charge will be $60.00 and for 

cancellations within 6 hours, the charge will be $100.00 due to this being a set time for 

you. Please note insurance does not cover these cancellation fees and will be due at time 

of next services.  

 

 

 

Insurance and Fees 

Please review this agreement before signing.  

1. By signing this form, I am agreeing to financial responsibility of amount due for each 

therapy session ($120 for assessment, $100 per session after). I am also responsible for 

charges not covered by insurance.  

2. I understand I am responsible for obtaining necessary insurance authorization and 

confirming coverage as well as copay required before attending appointments. I will 

notify Cosan Counseling of any changes in insurance.  

3. By signing this form, I acknowledge that I am responsible for the balance in my account 

for services rendered. Prompt payment is expected, and copays are due at time of each 

session.  

4. I understand that in the even that insurance does not pay for services and I do not pay my 

balance, Cosan Counseling has the right to send my information to a collection agency to 

collect balances due and charge additional 25% for administrative costs.  

5. I understand that if I am part of legal proceeding that require Cosan Counseling therapists 

to be present, they must be paid for time spent based on rate per session ($100 per hour). 

I am also required to pay any additional legal costs such as mailing, printing, or parking 

costs.  

6. I consent to disclosure of necessary information to my insurance company required for 

billing purposes (diagnostic code, treatment plan, dates of services).  

Treatment Modalities  

Cosan Counseling will utilize various treatment modalities based on situation and need. These 

include and are not limited to, Cognitive Behavioral Therapy (CBT), Client Focused Therapy, 

Strengths Based, Motivational Interviewing, and Family Based Treatment. Understand that 

different emotions and responses may occur during treatment and will be processed accordingly 

in sessions.  

Client Consent 

I have read the above information and had sufficient time to consider it carefully and discuss 

with Cosan Counseling as needed. I understand the limits of confidentiality by law and 

information required by third party payers for services rendered. I understand I am responsible 
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for payment not covered by insurance with 120.00 for assessment and 100.00 for therapy 

sessions after. I understand the rights and responsibilities of myself and of Cosan Counseling.  

 

Signature of Client: ____________________________________________________________ 

 

Signature of Parent/legal guardian (if under 18yo): 

_____________________________________ 

 

Signature of Witness: ____________________________________________________________ 

Date: _____________________ 


